TRANSACTIONS OF THE NEW YORK 
SURGICAL SOCIETY. 

Stated Meeting, March 12, 1902. 

The President, L. W. Hotchkiss, M.D., in the Chair. 


AMPUTATION OF THIGH FOR GANGRENE OF LEG 

WITH SUPPURATING INFARCT IN A CHILD 
FOUR WEEKS OF AGE. 

Dr. Forbes Hawkes presented a male infant, two months 
old. The parents were apparently healthy, gave no history of 
specific trouble, and there were no manifestations pointing to 
that disease. There was no inj ury at birth: the presentation was 
cephalic, and no instruments were used nor excessive manipula¬ 
tion necessary. When the child was two weeks of age, a small 
spot of gangrene appeared in the big toe of the right foot; it 
gradually spread, and in the course of two weeks the limb became 
gangrenous up to the knee. 

When Dr. Hawkes first saw the patient, two weeks after the 
onset of the symptoms, a lump was made out in the popliteal 
space just above the line of demarcation, which was first thought 
to be a sarcoma. Under chloroform, the limb was amputated 
through the lower third of the thigh. The wound healed per¬ 
fectly and without any undue formation of granulation tissue. 
The specimen was sent to Dr. Thatcher for examination; he 
came to the conclusion that the mass which had apparently ob¬ 
structed the circulation was not a sarcoma, but that it consisted 
of an infarction, with secondary inflammation. 

Dr. C. L. Gibson said that possibly the infarct was secondary 
to some pulmonary disturbance, which would easily be overlooked 
in so young an infant. The speaker said that in two cases of 
obstruction of the popliteal artery which had come under his 
observation, in both instances the source of the trouble was attrib¬ 
uted to a pulmonic condition. 

Dr. Hawkes said that the child had apparently been entirely 
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well up to the time when the gangrene of the toes appeared. It 
had had no fever nor vomiting; it was not a “ blue” baby, and 
there were no evidences of any cardiac lesion. He entertained 
the idea that there might have been some congenital abnormality 
of the popliteal artery. Dr. Merrill, who had been in attendance 
at the time of labor, and constantly afterwards, had assured him 
that there could not have been any constriction from the infant’s 
clothing. There had been no spell of crying at any time. 

SUPPURATING GUMMA OF THE LIVER. 

Dr. Howard Lilienthal presented a man, thirty-six years 
old, who first came under his observation on December n, 1901. 
He gave a history of syphilis, for which he had been treated for 
a few weeks with potassium iodide, not with mercury. Three 
years ago he was obliged to spend ten days in bed on account of a 
pain in the right abdomen, which was regarded as due to indiges¬ 
tion. From that time on the pain had recurred every few months, 
each attack lasting longer than its predecessor. It was usually 
located in the right hypochondrium, and extended down below 
the ribs. It was particularly marked when he took a long breath, 
or upon rising from a sitting posture, or when he made any move¬ 
ment involving the muscles below the waist. There was slight 
tenderness in the region referred to. The liver was considerably 
enlarged, and could be quite plainly felt through the tense rectus. 
There was a slight temperature elevation. 

An operation was done on December 24, 1901, the diagnosis 
resting between suppurating cholecystitis and some trouble in the 
liver, possibly a gumma. The incision revealed a mass in the 
right lobe of the liver, near its edge, which felt boggy at the 
centre and was evidently softened in that location. The gall¬ 
bladder was apparently normal, and no other mass could be felt 
in any other part of the bladder. Upon cutting into this mass, a 
focus of pus was found. The entire mass was removed with a 
sharp spoon, and the condition was immediately recognized as a 
suppurating gumma of the liver, and confirmed by microscopic 
examination. The wound was sutured and drained, and the 
patient left the hospital on January 16 of the present year with 
a slight sinus at one point. This sinus resisted the usual methods 
of treatment, including curettage, but was finally induced to close 
by the following procedure: A folded bandage was laid over the 
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rectus muscle and fastened in place with adhesive strips; a firm 
binder was then applied, so as to press the walls of the sinus 
together, leaving out all drainage. By this method the sinus 
closed in two days. 

The patient was at once given energetic antisyphilitic treat¬ 
ment, and he is enjoying excellent health at the present time. 
From the day after the operation he was able to take a long 
breath without pain, and he has had no abdominal symptoms 
since. 

COLLOID CARCINOMA OF THE OMENTUM. 

Dr. B. Farquhar Curtis presented a man, thirty-five years 
old, who was admitted to Bellevue Hospital in June, 1900. He 
was then suffering from extreme ascites, which was supposed to 
be due to cirrhosis of the liver. He had never been tapped, and 
he was referred from the medical to the surgical side of the hos¬ 
pital for the purpose of establishing an anastomosis between the 
liver and omentum. An exploratory laparotomy revealed a mass 
lying across the abdomen, evidently made up of omentum. A 
small portion of it was removed and sent to the pathologist, who 
reported that it was colloid carcinoma. Nothing more than this 
exploratory operation was done, but in consequence of it the 
ascites disappeared, and the patient’s symptoms were entirely re¬ 
lieved until very recently. There has been no apparent change in 
the size of the abdominal neoplasm. 

Dr. Gibson referred to the question of the malignancy of 
colloid cancer of the abdomen. It is supposed to be extremely 
malignant, but Dr. Curtis’s case does not seem to bear out that 
theory; and the speaker said that in a case of his own, which he 
had operated on some seven months ago, the patient, instead of 
doing badly, is doing remarkably well. 

Dr. Hotchkiss said that about a year ago he had operated 
for what was supposed to be an inflammatory disease of the ap¬ 
pendages of the Uterus. Upon opening the abdominal cavity, 
several hard plaques were found upon the surface of the sigmoid 
colon, and the pelvis was filled with a dense growth which con¬ 
stricted the gut. The condition was such that he excised a con¬ 
siderable section of the colon, forming an artificial anus, and 
closing the distal end of gut. The section of gut with growth 
was submitted to the pathologist, who pronounced it a sarcoma. 
The subsequent history of this case was rather remarkable. The 
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divided ends of the fut became involved in a severe wound infec¬ 
tion, and in the course of time the proximal end sloughed into the 
closed distal segment, so that the faecal current was partially re¬ 
established. At the end of a year the patient returned, and 
requested to have her artificial anus entirely closed. Rather 
against his inclinations Dr. Hotchkiss again opened the abdomen, 
freed the two divided ends of the gut, and brought them together 
with a Murphy button. At this operation the condition in the 
lower abdomen was found to be entirely different from what it 
was at the primary operation. Instead of the original dense 
pelvic growth, there were several small apparently glandular' 
masses in the sigmoid mesocolon. Portions from these, which 
were very soft, were removed and sent to the laboratory, and the 
pathologist reported that they were doubtful sarcomata. In both 
instances the examinations were made by a competent pathologist. 
Whether the character of growth had changed and the tumor par¬ 
tially disappeared, as a result of the severe infection, or the 
original diagnosis was wrong, is a question. The patient in the 
meantime has recovered and gone to work. 

GASTROSTOMY. 

Dr. Howard Lilienthal presented a man, aged forty years, 
with a malignant stricture of the oesophagus, thirteen inches from 
the teeth-line. Gastrostomy was done on October 8, 1901, under 
eucaine locally and a few whiffs of chloroform. The operation 
was done as follows: After splitting the rectus fibres, a cone of 
the stomach was drawn out through the wound and fastened to 
the peritoneum and posterior fascia of the abdominal parietes. It 
was then incised and a tube inserted at the apex of the cone; this 
was fastened with ligatures, and the cone pushed back into the 
stomach and plugged up with gauze, which was left in. 

This operation, Dr. Lilienthal said, is practically the same as 
the Kader operation, minus the stitches. It is very simple, can 
be rapidly done, and in two cases where he employed it, it worked 
extremely well. It is a slight modification of the method pro¬ 
posed, but never practised, by the late Dr. Hall, formerly of this 
city. 

TUBERCULAR TENOSYNOVITIS. 

Dr. Arthur L. Fisk presented a woman of forty, who 
came under his observation in December last with a tenosynovitis 
of the left wrist and hand. Over a year ago she noticed a slight 
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swelling first at the inner side of the wrist, which gradually grew 
in size. Some six months later this extended beneath the annu¬ 
lar ligament into the palm, first along the flexors of the first 
finger, and later along those of the third and fourth fingers. The 
palm became so swollen that the functions of the hand were lost. 
On palpation, distinct fluctuation was obtained between the swell¬ 
ings in the palm and those above the wrist, and rice bodies were 
plainly felt. Incisions were made in the lines of the flexors of 
the first, third, and fourth fingers in the palm as high as the 
annular ligament; and above this two incisions, one anteriorly, 
the other internally into the flexor sheaths, both superficial and 
deep. Quantities of rice bodies were removed, all larger than a 
melon seed. The sheaths of the tendons were very much thick¬ 
ened, matted together, and showed tubercular deposits. Excision 
of these sheaths would have necessitated virtually a complete dis¬ 
section of the palm of the hand, which seemed too radical a pro¬ 
cedure to begin with; therefore the rice bodies were all carefully 
removed, the tubercular areas gently and thoroughly eroded, and 
then the sheaths irrigated through and through with a solution 
of tincture iodine one drachm to water Oi, at a temperature 
of no° F. The incisions were left open and packed with iodo¬ 
form gauze. At each dressing the iodine solution was used only, 
and the wounds repacked with iodoform gauze. Union was by 
granulation without any suppuration, and the hand is well, except 
for the small granulating spot. There is still limitation of func¬ 
tion, which time and use will overcome. The value of iodine 
solutions in this case has been most striking; the rapid and ex¬ 
cellent result is largely due to their use. The method pursued is 
attended with less risk of permanent injury to the hand than 
where the sheaths are dissected out, and the ultimate result 
promises to be most satisfactory. 

Dr. Theodore Dunham said that about ten years ago he had 
a case of tuberculosis of the extensor tendons of the index-finger 
in which very satisfactory results followed the use of iodoform. 
The phalanges of the thumb had been so badly involved that 
amputation was necessary. The amputation wound healed read¬ 
ily. About six weeks later the man again presented himself with 
a swelling over the tendons of the index-finger on the dorsum 
of the hand and wrist. An incision revealed a fungous condition 
of the tendon-sheath, the tendon itself appearing inflamed and 
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congested through the mass of granulations. Instead of making 
a thorough excision of these granulations, which would probably 
have resulted in crippling the hand, Dr. Dunham inserted a 
drainage tube into the tendon-sheath, fastened it there, and then, 
after sewing up the wound, he injected into the sheath a io per 
cent, emulsion of iodoform and glycerin. This injection was 
repeated every two or three days for about six weeks, the tendon- 
sheath being thoroughly ballooned up at each treatment. As a 
result of this treatment, all the swelling disappeared, and the 
restoration of function and appearance was perfect. Four years 
subsequently, when Dr. Dunham last saw him, no signs of a 
recurrence could be found. 

Dr. Lilienthal said that Dr. Fisk’s case called to mind 
two that had come under his observation. The first occurred in 
Dr. Gerster’s practice, probably sixteen years ago. The patient 
was a medical student with a diffuse tenosynovitis, of tubercular 
origin, involving the dorsal structures of one hand and the palmar 
structures of the other. Dr. Gerster dissected out, as well as he 
could, all the tubercular tissue. The young man made a perfect 
recovery, and is now practising medicine in this city. The wound 
healed by primary union. This case is reported by Dr. Gerster 
in his book. 

Ten years ago, Dr. Lilienthal said, he had a case in which 
the tendon-sheath of the little finger and that of the thumb, to¬ 
gether with the bursa in the wrist, were affected. The rice bodies 
could be plainly felt. He made four incisions and evacuated a 
large number of these melon-seed bodies, and then treated the 
case by frequent injections of iodoform-glycerin emulsion. The 
patient made a perfect recovery, without deformity or disability. 

Dr. Lilienthal said that he did not consider those cases in 
which the dorsum of the hand is affected in the same class with 
those occurring in the palm of the hand, because, even if things 
go wrong in the treatment of the former class of cases, the useful¬ 
ness of the hand is not likely to be impaired; at least, not to a 
great degree. The speaker said he considered the open operation 
a safer method of treatment than any other. The injections of 
iodine or iodoform-glycerin emulsion are made with the view of 
effecting a cure by granulation, and it is possible that they may 
produce secondary contractions. The wide-open operation, under 
the strictest precautions, is the most worthy of trial. 
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Dr. Willy Meyer said he had treated two cases of tubercu¬ 
losis of the sheaths of the extensor tendons and large bursae of 
the hands. One of the patients was a woman, the other a man. 
Both cases were bilateral, and the treatment was the same in 
each, namely, total extirpation of the sheaths of the tendons. 
The operation was comparatively easy, primary union followed, 
and within a few weeks the patients had fairly good use of the 
fingers. The speaker said he saw one of these patients, a work¬ 
ing-woman, several years subsequent to the operation, and found 
that she had perfect use of her hands, and there were no signs 
of a recurrence. She had been presented before the Surgical 
Society. 

Dr. Meyer said he agreed with Dr. Lilienthal in preferring 
free incision and extirpation to the use of iodine or iodoform 
emulsion. 

Dr. Ellsworth Eliot, Jr., said that while he also consid¬ 
ered the free excision of tuberculous tissue under aseptic precau¬ 
tions preferable to the use of iodine in these cases, yet there are 
a certain group of cases in which this procedure cannot be 
carried out. The tuberculous tissue may not be limited to the 
sheaths, but may involve the tendons themselves; and it would 
be necessary to sacrifice them in order to excise all of the diseased 
tissue. The speaker said that one such case coming under his 
observation was treated by partial excision followed by injections 
of iodoform emulsion, with the result that the remaining tume¬ 
faction entirely disappeared. Complete excision in that case 
would have necessitated removal of all the tendons of the flexor 
sublimis and one or two of those of the flexor profundus. In 
these cases, nature is often kindly disposed in her reparative 
process, and healing takes place, as it does in tubercular perito¬ 
nitis. 

Dr. Fisk inquired whether in any of the cases referred to by 
the speakers the process had extended above the wrist. In his 
own case the disease was quite extensive above the wrist, and it 
would have been necessary to cut through the annular ligament 
and make a very wide dissection. As it was, he carefully removed 
as much of the tuberculous tissue as possible with the curette, 
and then used the iodine solution. The outcome is certainly very 
satisfactory. 

Dr. Lilienthal said that in both the cases he had referred 
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to the disease had extended above the wrist. His own case, 
which he treated by injections of iodoform emulsion, took much 
longer to cure than the one treated by Dr. Gerster by free 
incision and extirpation. In the latter case, he did not recollect 
whether Dr. Gerster cut through the annular ligament of the 
wrist, or whether he manipulated the hand so as to remove as 
much as possible of the diseased tissue without cutting through 
that structure. Of course we all recognize, the speaker said, that 
it is not possible to remove every vestige of tuberculous tissue. 

Dr. Meyer said that in both his cases the disease extended 
from the middle of the dorsal surface of the hand to the middle 
of the forearm, and the annular ligament was freely divided. 

CHRONIC LARYNGEAL STENOSIS. 

Dr. John Rogers presented a child, four years of age, that 
had diphtheria in September, 1900, and during its attack the 
larynx became involved, necessitating intubation. Subsequently, 
when an attempt was made to remove the tube, it was found that 
the child could not breathe without it. This condition persisted, 
and she was referred to Dr. Rogers in December. Attempts were 
made to overcome the difficulty by the insertion of the largest 
size ordinary tube which the larynx would admit and leaving it 
in place for periods of from six weeks to two months. Only 
slight improvement resulted. A special tube was then made and 
inserted for six weeks. After this period, or in January last, it 
was found that the stenosis was entirely cured. There is no 
cough, and the voice is returning. 

These cases of chronic laryngeal stenosis following intuba¬ 
tion in diphtheria, the speaker said, are not of infrequent occur¬ 
rence. This was the sixth case that he had been able to cure by 
this method of treatment. The tube should be as large as the 
larynx will admit, and remain in place at least six weeks. If 
after a second six weeks the stenosis persists, a cure can always 
be obtained by increasing the transverse diameter of the neck of 
the tube. This special tube should have the length and head 
of the ordinary one suitable for the age and development of the 
child; but the retaining swell must be as large as will pass the 
cricoid with some little force. The neck is then made with a 
transverse diameter of three-thirty-seconds of an inch less than 
the retaining swell. 
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Dr. Francis J. Quinlan said many of these obstinate cases 
of laryngeal stenosis were post-diphtheritic in origin, while others 
are of a catarrhal type, and in the latter class of cases the symp¬ 
toms of stenosis are often paroxysmal in character and are ex¬ 
cited by pathological changes in the lymphoid structures of the 
fauces and rhinopharynx. Dr. Quinlan said he had seen a num¬ 
ber of cases in which the laryngeal spasm was entirely relieved 
by the removal of hypertrophied tonsils and clearing out the 
lymphoid tissues in the upper respiratory tract. Surgeons are 
often inclined to overlook these lesions that excite by reflected 
action many symptoms in the trachea and simulate organic 
strictures by their symptoms. 

Dr. Rogers, in response to a question, said he did not think 
these patients should be pronounced cured until at least a month 
had elapsed after removal of the tube. Relapses are common 
within a few days or a week. One of his cases has gone four 
years without a relapse. In another one of his cured cases abso¬ 
lute stenosis had lasted for two years. 

OSTEOSARCOMA OF THE FIBULA IN A CHILD 
THREE YEARS OF AGE. 

Dr. Royal Whitman presented a child, three years of age. 
Swelling of the child’s leg, in the region of the right ankle, was 
first noticed last July. This increased slowly, and in December 
the child was taken to a hospital, where an incision was made 
along the outer aspect of the leg, apparently on the supposition 
that the disease was tuberculous. No pus was evacuated, and 
the swelling continued to increase slowly, although unaccompa¬ 
nied by pain or any particular disability. 

The diagnosis of osteosarcoma was later confirmed by histo¬ 
logical examination. 

INTERSCAPULO-THORACIC AMPUTATION FOR 
SARCOMA. 

Dr. Ellsworth Eliot, Jr., presented a man, forty-five years 
old, a native of Denmark, and an engineer by occupation. His 
mother died of tuberculosis; otherwise, his family history is 
negative. He denies gonorrhoea and syphilis, and is moderately 
addicted to the use of alcoholics, chiefly beer. He had diphtheria 
in childhood. His right elbow was dislocated when he was six- 
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teen years old and was never properly reduced, resulting in 
imperfect function, although the limb remained fairly useful. 

Five years ago, while exercising with dumb-bells, he felt 
his right shoulder snap, as if thrown out of joint. Although it 
was stiff and moderately painful, he did not see a doctor. Since 
then backward and upward movement of the arm has been lim¬ 
ited. Six months later he noticed a swelling, about the size of 
half an egg and rather soft in consistency, over the acromion 
process. He does not recollect whether it was movable with the 
skin or not. Aching pain and stiffness of the joint were occasion¬ 
ally noticed, influenced by the weather, as in rheumatism. No 
apparent growth or change in consistency took place in the tumor 
till about one year ago, when it began to grow more and more 
rapidly. About four months ago, while making a sudden move¬ 
ment, the shoulder seemed thrown out of joint, projecting out¬ 
ward and growing suddenly larger. Since then the pain has been 
worse and the size more variable. The patient believes that when 
the arm is at rest the swelling diminishes and grows softer tem¬ 
porarily. At the time of the patient’s admission to the hospital, 
on January 25, 1902, he complained that the pain had been quite 
severe; he described it as sharp and stinging in character, shoot¬ 
ing down the arm to the hand. Motion and sensation were not 
affected. 

Upon examination, the right shoulder was found to be much 
enlarged. Over its outer upper aspect there was a hemispherical 
mass, three and one-half inches in diameter, over which the skin 
was tense, and of a mottled, deep red color. This part of the mass 
seemed elastic, but no distinct fluid wave could be made out. 
The circumference of the affected shoulder was much increased, 
being about six inches larger than that of the opposite side. The 
superficial veins were much dilated. The patient had fair use of 
the arm, but was unable to abduct it far from the body. He had 
perfect control of the forearm. Rotation of the humerus was 
impossible, but this did not seem to be due to bony ankylosis. 

On January 29, 1902, Dr. Eliot did an interscapulo-thoracic 
amputation. An incision was made along the anterior surface of 
the clavicle, from the sternoclavicular articulation to the junction 
of the middle and outer thirds, and carried down to the bone. 
The clavicular attachments of the sternomastoid, pectoralis major, 
and subclavian muscles having been divided, the clavicle was 
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disarticulated at the sterno-articular joint and rotated outward. 
The dissection having been carried down to the subclavian ves¬ 
sels, the artery was cut between two silk ligatures, and then the 
same was done with the vein between catgut ligatures. A second 
incision was then made from the middle of the first downward 
and outward, anterior to the groove between the pectoralis major 
and deltoid, to the junction of the anterior axillary fold with the 
arm, thence backward to the posterior axillary fold across the 
inner surface of the arm. The flap having been dissected up for 
a short distance, the pectoralis major and minor were divided 
near their insertions. The teres major and latissimus dorsi were 
then divided in the line of the incision and the thoracic portion 
of the axilla cleaned out. The brachial plexus having been 
divided, the patient was turned over on his left side and the inci¬ 
sion continued upward and inward to a point over the middle of 
the spine of the scapula, thence downward at an acute angle to 
the lower angle of the scapula. The next incision passed from 
the posterior end of the first over the shoulder and down along 
the vertebral border of the scapula to the angle, meeting the pre¬ 
ceding at an acute angle. The scapular attachments of the 
various muscles having been divided, the arm was removed. 
Bleeding points having been secured by catgut ligatures, an open¬ 
ing for drainage was made at the lowest portion of the posterior 
flap, and the skin was closed with continuous silk sutures. The 
patient’s general condition remained good throughout the entire 
operation. 

The patient recovered from the operation with no nausea or 
vomiting. The following morning there were no signs of shock 
excepting a nervous tremor. For the first thirty-six hours he 
complained of severe pain in the three outer fingers of the ampu¬ 
tated hand; there was also moderate pain in the region of the 
former inferior angle of the scapula. His mental condition was 
normal. The patient’s recovery was uneventful, and he was 
allowed to sit up in bed on the fifth day. 

A microscopic examination of the growth shows that it is 
practically a form of sarcoma, although its exact nature is still 
undetermined. The pathologists incline to the opinion that it is 
a perithelioma. 

Dr. Lilienthal said he had had occasion to look up the 
subject of perithelioma, and pathologists had informed him that 
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whenever we find this type of new growth in any part of the 
body, it is very apt to be secondary to a primary tumor of the 
suprarenal bodies or of the kidney itself. If the diagnosis is 
correct, a recurrence is almost certain to take place. It may 
recur in the liver or in the bones, the latter being a favorite site. 

CHOLECYSTOTOMY FOR CHOLECYSTITIS. 

Dr. Eliot also presented a man, twenty-seven years old, 
who was first treated at the Presbyterian Hospital about a year 
ago. He gave no alcoholic nor venereal history, and had been 
practically well until four months previous to the date of his 
admission. Then he began to suffer from sharp, cramp-like pains 
in the region of the epigastrium, which seemed to radiate later¬ 
ally. Following these acute attacks there would be more or 
less dull, aching pain in the epigastric median line, resembling 
that caused by a bruise. The acute attacks first occurred about 
twice monthly, but were becoming more severe and frequent. 
On several occasions, according to the patient’s statement, they 
had been followed by jaundice, which lasted only a few hours. 
He has had diarrhoea at times, and the act of defecation often 
seems to aggravate or bring on an attack of the cramp-like pains, 
which are then relieved by the passage of faeces and gas. Pain 
sometimes causes nausea, but never vomiting. He lost about 
thirty pounds in weight within three months, and was obliged to 
give up his work. 

Cholecystotomy was done by Dr. Eliot on April 10, 1901. 
An incision was made one inch below and parallel to the right 
free border of the ribs from the outward border of the right 
rectus muscle, four inches long, extended by a vertical incision 
to the border of the ribs. After dividing the sheath of the rectus 
and retracting the muscle, it was possible to palpate the cystic 
and common ducts and view the free border of the gastrohepatic 
ligament. No stone nor constriction was found. The gall-blad¬ 
der was distended, and gentle pressure failed to reduce the dis¬ 
tention. A needle was introduced and one ounce of thick, dark- 
brown fluid obtained. Two silk retention sutures were introduced 
into the fundus of the bladder and an incision made between 
them, the escaping bile being sponged away. No stone was 
found, and the wall of the bladder was not much thickened, but 
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considerably inflamed. The gall-bladder was drained and the 
wound closed. 

The patient’s convalescence was uninterrupted. He rapidly 
gained in flesh and strength and has been free from pain since 
the operation. The case was evidently one of inflammatory chole¬ 
cystitis, with pains simulating biliary colic. 

Dr. Willy Meyer said the surgeon is sometimes disap¬ 
pointed, in operating for gall trouble, to find a cholecystitis and 
nothing more. This has occurred twice in his own experience. 
In one of them, profound jaundice persisted for many months, 
and there were distinct attacks of gall-stone colic. An operation 
revealed no gall-stones, but a thickening of the head of the pan¬ 
creas. The patient recovered with a fistula, which persisted for 
several weeks and then closed permanently. The second case was 
operated on very recently. The patient was a man who had suf¬ 
fered from repeated attacks of gall-stone colic, with jaundice. 
The gall-bladder was thickened, and contained pus, but no stone. 
Probably small stones had passed into the duodenum and not 
been found in the stool. 

Dr. Eliot said he knew of the case of a young medical stu¬ 
dent who had an impacted calculus in the cystic duct; and two 
years ago he operated on a man about thirty years old with cal¬ 
culi in the cystic duct and a beaded condition of the duct itself, 
which indicated that the stones must have existed for years before 
the onset of severe symptoms. 

Dr. Eliot said he thought it was quite possible to have an 
inflammation of the gall-bladder without the presence of stones. 
Such a condition may exist in other organs of the body; and he 
saw no reason why we should not have an inflammation of the 
mucous membrane of the gall-oladder. 

Dr. Lilienthal said he had met with two cases of gall¬ 
bladder disease in children, one in a child of six years, which 
was reported in a recent volume of the International Clinics, and 
the other in a girl eleven years old, who was operated on very 
recently, and whose case will be reported in full later. She had 
suffered from biliary colic with gall-stones, and was cured by 
cholecystectomy. 

Dr. Gibson said that while gall-stones occur with compara¬ 
tive frequency in young women, they are uncommon in young 
men. Very recently he saw a young man of twenty-two whose 
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gall-bladder was removed on account of gall-stones. Most sur¬ 
geons have come to look upon gall-stones as not an essential 
feature of cholecystitis, but simply as the probable cause. 

Dr. Hotchkiss said he had seen a boy of nineteen with a 
gangrenous gall-bladder containing stones. 

The fact mentioned by Dr. Gibson, namely, that gall-stones 
are not necessarily an essential feature of gall-bladder inflamma¬ 
tion, has been well demonstrated by Dr. Lartigau in his experi¬ 
ments on animals, wherein he proves clearly the fact that the 
stones themselves are the result of bacterial infection, and also 
that certain forms of cholecystitis occur which are due to infec¬ 
tion through the portal blood stream, and in which gall-stones 
never have been present. 



